Letter to the Editor
To the Editor:
The Incident
A 52-year-old woman was admitted with atrial fibrillation in a newly built tertiary hospital in India. Her symptoms improved with a β-blocker. Echocardiography revealed mitral stenosis. She was started on warfarin 5 mg daily. International normalized ratio (INR) was 1.5 on day 3 and 2.8 on day 5. The dose was reduced to 4 mg daily. INR on day 7 was 4.2; she was given 2 mg on day 7. The dose was apparently missed on day 8. Surprisingly, the INR had gone up to 5.1 on day 9. Further warfarin was withheld. INR on day 10 continued to rise; it was 6.4. Warfarin was stopped and INR was reversed with intravenous vitamin K.
Investigations into the matter revealed that the patient had continued to take 4 mg of warfarin daily even after it was reduced to 2 mg/day and subsequently stopped.
Problems Identified
Two issues were identified.
Admitted patients buy and stock their own medications. This is a common practice in India.
1,2 So, even though as a policy nurses administer all prescribed drugs, in practice, patients often self-administer some of them. Usually, when this happens, the nurses sign for those drugs during drug rounds. This practice was a potential source of error.
Quality of communication among health care workers and between health care workers and patients can prevent errors. 3 Quite clearly, in this case, there was a communication failure.
Actions Taken
A teaching session on patient safety was conducted. Thereafter, the incident and ways to avoid recurrence were discussed. One suggestion was to keep the drugs locked near the nursing station. But it was felt that because the drugs were bought by the patients, they would not like them to be taken away from their possession. Arrangement of bedside lockers was suggested as an alternative. However, this would take time.
The need for clear and effective communication was emphasized. To supplement verbal communication, it was decided to post a notice in Hindi, the locally understood language, by the patients' bedside stating that while they are admitted in the hospital, they should not take any medications on their own and that nurses will administer the medications under their supervision.
Effective feedback from incident reporting is essential to learn from mistakes. 4 Currently, this hospital does not have a formal mechanism of incident reporting. It was decided that until arrangements are made at an institutional level, the department should start its own incident reporting.
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